Mlsrioum DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-62-012776
DEP AR ENMT OF PUBLIC HEA H AND WE :;2
LT 3T8?,E_‘___Pr|mary Regnstratﬁ Dmr]»QO_ ______________ Registrars No. -_-——-—-—-2——9—-——- STATE FILE NUMBER

DO NOBT WRITE = _w_'u
ON THIS STUS AMENOED 0—1304
1 =P PAPE -OFDEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
RVS 3029 8 a. COUNTY . ) a. STATE Missourib. COUNTY admission)
ey, 4/ % b. CO”aY {}f outside corparate limits, give TOWNSHIP only) Length of stay in 1b ¢, CITY Inside I.imi;x
E jown ot. Louls, Mo TOWN
. z ’ . . TowN B4, Louls: Yo O Ne D
‘ u’_.l c. iLg.é_Prl\lT.:TE OFg(If NOT i: hospital, give location) Inside Limits dAsé'l;%EETSS (If eutside, pive locstion) Reside on Farm
2 a2(8% ) Wstnution 5. Louls City Hosp,#]*0 MO 1443 10th St. Yoo T No DD
3 3. (F_::;:Eo?:ri?:)cEASED Firs? Middle Last 4, DOA;IE Month Day Year
+ 3 BEATRCEL  MODBIL HILL fm _March 13 1962
5. SEX &, COLOR OR RACE 7. Married Never Married [J [8. DATE OF BIRTH | %- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
. Widow Diverced Months D H Min.
5 = Female Colored el | 4.24-06 | 66 i Al M
-6——— “ 10a. :'.ISL:IAL OCCUPATIOI“J (Gi.ve kind of war.l: done | 10k, KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country} [ 12. CITIZEN OF WHAT COUNTRY
4 uring most of working life, even if retired)
-] one Macon, Missouri UeSohs
Q 13a, FATHER"
7 0| 3 a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. Q Arthur Fisgher Grace Pickett None :
} v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SO 1AL CECHDITY MO 17. INFORMANT Address
o < (Yﬁ, no, or unknown)’ {If yes, gﬁe war or dates of servicd X
w o one: PLgaSanford=- 3107 Fadir Ave.
< - . CAUSE OF DEATH (Enter only une cause per lina fl INTERVAL BETWEEN
10 - E PART I. DEATH WAS CAUSED BY: o —_ ONSET AND DEATH
11 ‘% 6 % IMMEDIATE CAUSE (a) (O e e e Y Enbrnom—Ted &
o
(Wl .
W (e Q R —
19 _5“_ 2 o luj o Conditions, if any, DUE TO {b) R T IFas S eTrne L &
w 5 wb:i(h pave rise( r)n
|z above cause (a). ;L
13 = stating the under- -
% lying cause last. DUE TO (c) b VR 2T3L My A bt T o B d ﬂ
? z PART Il. OTHER 5|GNIF|CANi CONDITIONS CONTRIBUTING TO DEATH but t related h i
7 6 g THER G AN O ut not related 1o the .1erm|nal PART LN, :Ler:":e;::gnanv:;’in \;::Taéa d:;a:
=
Z E AN UAICLEAs SIS PO AR T [ AP FUPRRNE N iDY“ ] @M | O Unknown
g E 19. ;‘é’;? AUT%};SY 20a. ACCBENT i suul::llne HOMEI}CIDE 70b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I1 of item 18.)
= g YES NC (O
z g 6 e, ;Irhl:\'-EmeF Hou Month, Day, Year ]
a a.m.
y O g A,
Z m
— o 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR L TION
-4 WHILE AT WORK 3 farm, factory, street, office bidg., :l'c-}om OCATIO COUNTY STATE
E o o A NOT WHILE AT WORK []
w < =243 f
g o [ & 21. | sttended the deceased from_g_,_g_E_%gm ta. 3-13 -62 and last 1aw ::.:‘ alive on. 3 -1 1—69
o . - -
au g 9 Death occurred at hd m on the date stated above, and to the best of my knowledge, from tha causes stated.
wl =2 w T .
$ o Q e 22a. SIGNATURE X . {Degree or title) 22b. ADDRESS 22c. DATE SIGNED
I ™ T
O > | 5 = L Ol ™. 1515 Lafayette Ave. 2-13-62
i 5 g . E‘E’ﬁ\%‘#;\f"gﬁ’;ﬁ.—?ﬁ"' 23b. DATE C/ 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (Cily, fown, or county) {State)
g_j z | Removal. 3=17=-1962 Washir .1 oy | St. Lou -
— 5 < 74. FUNERAL DIRECTOR ADDRESS . -0, BY LOLAL REG. | 264 NMEGI R'S S
m [ fort . ”
M = =] Ellig Funeral Home=2820 Stoddard b M D-




STATEMENT BY LICENSED EMBALMER

. - - —

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer N?' ,}//@ g

P. O. Address ]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his QWN handwriting.
If this body is not embalmed, fact.should be so stated above. _




